A Case of Sinus Thrombosis Without Subjective Ear Symptoms.
DR. EDWARD LItE MElItRHOF. The case is presented to show the necessity of examining the ears in cases of obscure diseases in adults. This patient, Rose R., twenty-one years of age, was under the care of her physician for four days, suffering from severe headaches and fever. As she had already been ill a week or more, and being too poor to afford a nurse, her physician had her admitted into the hospital with. a tentative diagnosis of typhoid fever. An examination of the patient in the hospital, including the Widal test, was negative for typhoid. As no special cause for her condition could be found, I was asked to examine the ears, merely as a routine measure, although the patient did not give any evidence subjectively, she being perfectly lucid, of any ear involvement. An" examination of the ear revealed a small granulation mass at the bottom of the canal of the left ear, but no signs of free pus. The swab used to wipe the granulation had a very foul odor. There was some tenderness over the mastoid on deep pressure, on a line corresponding to the roof of the external auditory canal; this, with a history of a chill and a rapid rise of temperature to 104 and 105 degrees every twelve hours, caused me to arrive at a diagnosis of pyemic sepsis due to an involvement of the lateral sinus of the left side. This diagnosis was confirmed by finding the dura bathed in pus from a sloughing thrombus and sinus. The removed jugular vein did not seem to be affected. This is the .third case of the kind at'nong adults that has come under my observation. Had this patient remained at home, I am sure 'she would have perished' from sepsis from an unrec<Jgnized cause.
Case of cerebral Abscess.
DR.· DAVID G. YATES said that it was not his intention to report the case at length, but that he would show the specimen and give a brief outline of the clinical history.
The patient, a lad of sixteen, with a tuberculous family history. had had a running ear on the right side for two years, facial paralysis and slight vertigo for two months, earache and headache for a week. Two days previous to his admission to Dr. Kenefick's service at the' New York Eye and Ear Infirmary, he had an attack of vertigo and vomiting. He had been under treatment at various institutions and with several physicians, until finally he came to Dr. Mulholland, who immediately referred him to me for operation. The principal symptoms noted on admission to the ward were pronounced facial paralysis and rotary nystagmus corresponding to the direction in which the eyes were turned, perhaps a little strong;. er to the affected side. Coordination was good. The patient was dizzy at times, but there was no nausea or vomiting. The mastoid was not tender.
On May 27th a radical (Schwartze-Stacke) operation was done, .revealing a sclerotic mastoid, a small antrum lined with black necrotic membrane, granulations and carious bone about the mouth of the eustachian tube, and a few granulations in the region of the oval window, which were not disturbed. No dura was uncovered, and the facial nerve w,as not exposed. During the ten days following operation the patient seemed to be making a satisfactory recovery. The facial paralysis improved so that he could nearly close the eye, and the nystagmus was considerably less. At the end of this period of improvement, however, he suddenly began to vomit and to complain of intense vertigo, occipital and frontal headache and photophobia. It was found that dizziness was increased by lying on the left, or well, side. Careful examination now elicited the following additional particulars: Mentality was clear, but enunciation was delayed and somewhat indistinct. (This speech difficulty was peculiar; he seemed preoccupied by his dizziness and headache, and concentrated his thoughts with difficulty; he stumbled over the pronunciation of long words, but there was no real aphasia.) Reflexes were normal or slightly increased on both sides. A slight degree of muscular weakness and ataxia appeared on the affected side. Kernig's sign absent. There was a distinct tendency to fall to the affected side when attempting to walk; pronounced nystagmus and diplopia when looking to the right. Caloric irritability and hearing were present. He was not able to retain food, and the bowels were obstinately constipated.
It will be noted that the symptoms which pointed strongly toward a cerebellar lesion as opposed to labyrinthine suppuration were· the tendency to fall to the right and the nystagmus' in the same direction. Had the lesion been purely labyrinthine, the reverse would have been the case. Nevertheless, we could not eliminate the labyrinth entirely, at least as a possible channel of infection, and it was determined to investigate this and explore the cerebellum at the same time. With this intention the wound was opened up on June 6th. Pus and granulations were found in the vestibule, but not in the semicircular canals. A flap was then cut to give access to the posterior cerebellar area, but the patient's condition made it seem wiser to postpone intracranial exploration. This was done four days later, the patient in the meantime having ceased vomiting and being able to retain food. The cerebellum was uncovered, about two inches back of the lateral sinus, through a bone opening three-fourths of an :,nch in diameter. Four attempts to locate pus by means of a narrow bladed knife and a grooved director proving unsuccessful, the anterior aspect of the cerebellum was exposed in front of the lateral sinus. No better success attended our efforts here.
The specimen shows the abscess to have been pretty deep, but it should have been reached from in front of the sinus. The latter, however, was situated rather far forward, and there was little room in which to work. The patient died three days later, and autopsy revealed an abscess involving the right cerebellar lobe, including the vermiform process, and extending quite to the median line. There are two cavities, one lined with an abscess membrane, the other not so. lined.
The autopsy findings correspond closely with the clinical features of the case. There was probably an old quiescent abscess which gave no distinct symptoms until~n acute process and our operative procedures stirred it into activity. I believe the facial paralysis was a middle ear affair and not due to the abscess. DISCUSSION. DR.~NCH said that he had seen the specimen at the New York Eye and Ear Infirmary, and that the case reminded him of one which he had reported a few years ago, a case of tumor of the auditory nerve trunk complicated by cerebellar abscess.
In his own case he had missed opening the abscess cavity by only a short distance, and this had been the experience of Dr. Yates. If an abscess cavity is situated at the cerebellopontine angle-and this is the location in which most of these abscesses an~situated-the purulent focus may be reached by incision in front of the lateral sinus, provided the lateral sinus is situated rather far backward. If the abscess cavity is entered in front of the sinus, it is very difficult to secure an opening large enough to afford proper drainage. In all cases where the abscess cavity cannot be reached in front of the sinus, it is wiser, instead of attempting to uncover the entire cerebellar hemisphere by enlarging the bony opening backward over the lateral sinus toward the median line, to disregard the original mastoid incision, and to expose the cerebellum by turning down a large flap, exactly as one would do if he wished to expose a tumor at the cerebellopontine angle. It is not wise to perform an osteoplastic flap in exploring for a cerebellar abscess, because the soft structures over the cerebellum are sufficiently thick to provide an adequate covering for the brain, even if all the bone is removed. Exposing the cerebellum in this way, the cerebellopontine angle can be easily exposed by lifting the cerebellar hemisphere upward, outward toward the median line, thus exposing perfectly the cerebellopontine angle, which is the favorite site for these abscesses, and also exposing the internal auditory me:,\tus, which is the most frequent avenue of infection in cases of cerebellar abscess. The advantages of this procedure are that it affords a free exposure of the area most frequently involved, and prevents possible injury to the lateral sinus which, if it occurs, either greatly delays the completion of the operation, or may render its completion absolutely impossible.
Dr. Dench said that edema of the upper eyelid was not characteristic of pus formation in diseases of this character. An <:dema of the eyelid frequently follows a supraauricular incision, and is not infrequently found on the second or third day after the ordinary radical operation, provided the incision has been carried well forward over the ear.
DR. PHILLIPS said the case to which he had referred had edema of the eye before operation. DR. DE:NGH said that in his opinion wh(!ther edema was caused by a pathologic process, l:-uch as a deep temporal abscess, or whether it was caused by stitches inserted for wound dosure, made no difference. The point that he wished to emphasize was that edema of the upper lid might follow involvement of the superficial structures in this region from any cause whatever.
DR. PERCY FRIDE:NBF,RG said that the question of symptomatology was obscure at best, and Dr. Yates was to be congratulated on the careful analysis of his case. Anything that will aid in the diagnosis of cerebellar abscess should be welcomed, and as the number of correctly diagnosed cases increased, the interpretation of clinical signs and symptoms would become more and more accurate. Two tests had' been worked out by Barany within the last year or two, and according to the statements of this investigator, were valuable aids in the diagnosis of cerebeIlar lesions and their differentiation from functional labyrinthine affections. The first was the influence of headwsition on the direction of falling, either with spontaneous or rotational vertigo. If there was a tendency to faIl to the right, turning the head to the -left changed this into a tendency to fall forward; turning it to the right caused a tendency to fall backward. If there was a tendency to faIl to the left, this was changed, similarly but in the opposite sense, by head turning. This reaction is quite' characteristic, and its presence or absence is of pathognomonic significance in the differential diagnosis of cerebeIlar and labyrinthine vertigo; or, at least in the determination of the presence or absence of a destructive lesion, such as abscess, in the cerebellum. The second test was known as the pointing deviation test. It was quite similar to that used by ophthalmologists in testing the innervation of the muscles in a case of ocular palsy. ,When an attempt is made to move the eye toward the side of the paralyzed'muscles, an excess of. innervation is required.This is interpreted by judgment to indicate a position far off to the side of the object fixed, and so these patients, when told to point at the object they are fixing in abduction, "over point"with the finger, i. e., they deviate to one side. . Barany fbund that the control for all such motions, whether carried out by the upper or by the lower extremity, waS located in the cerebellum. After rotation and the induc-tion of rotational vertigo and nystagmus there is regularly a characteristic pointing deviation, of finger and hand or of toes and feet, to one side. With a destructive lesion of the cerebellum on one side this deviation is lost and rotation has no effect on pointing with, the hand corresponding to the cerebellar lesion, while deviation is characteristically present when the other hand is used for pointing after opposite rotation. Barany claims to have been able to differentiate between the two sides of the cerebellum in a number of cases of Horsley's, and read an extensive paper on these tests before the British Medical Society last summer. The speaker would like to know whether Dr. Yates had applied either of these tests, and whether other members of the Section had come to any conc-lttsions as to their practical value.
DR. DUEL said that the tests of Barany just alluded to by Dr. Fridenberg would have been very interesting in this case. The symptoms as they had been narrated by Dr. Yates pointed very definitely toa cerebellar abscess, but would hardly seem to war.rant the suspicion that the cerebellar infection had taken place through the labyrinth. Had the patient shown a nystagmus the quick movement of which had previously been away from the diseased ear, subsequently developing a nystagmus with the quick movement directed toward the diseased side, such a diagnosis would have been probable. In such a case a caloric test would probably have shown that the labyrinth was not functionating on that side. But with a nystagmus the quick movement of which was directed toward the diseased side, no history of a previous nystagmus in the other direction, and giving a normal reaction to the caloric test, one would not be justified., in his opinion, in doing a labyrinthine operation as a preliminary to the exploration of the cerebellum. The shock of the labyrinthine operation added to the cerebellar exploration would be a serious and unnecessary risk to assume in such a case.
DR. PERKINS said that in one hundred cases of cerebellar G'bscess reported from 1898 to 1906, analyzed with referenc.e to etiology, etc., one-third were traced with reasonable eer"" tainty to infection through the labyrinth; in another third,by way of the sinus; in the remaining third, the route of infection was not stated or unknown. In many of these cases facial paralysis was found, so that it seems reasonable to suppose that in a certain number of cases infection occurs through the fallopian canal.
DR. EAGLETON said that he thoroughly agreed with what
had been said about the thorough exposure of the cerebellum, such as is necessary for the removal of tumors of the pontine cerebellar angle. Otologists are losing many cases of cerebellar abscess which they will learn to save as soon as such are approached as a distinct entity and not accidentally diagnosed at the time of the operation or when the patient is in extremis. If an early positive diagnosis is made of the cerebellar abscess, and it can now be made with a great deal of certainty in many of the cases, and if it is approached through a .large opening, going behind and making a large dural flap and thoroughly draining the abscess from behind the sinus as well as in front of it, instead of making a small inefficient opening in front of the sinus as they are now doing, and thus approaching it .at great depth, we will save a great many cases which otherwise would be lost. In a recent case he had operated upon-a case of temporosphenoidal abscess-the ear discharging, he went above and made a large opening with a dural flap, packed off the subdural space as one would the peritoneum, explored and found pus, used the encephaloscope and through it carefully drained every drop of pus, so that a perfectly clean dry cavity remained, put in a gauze drain and left it for twelve days, when the last wick was removed and never replaced, the child made an uneventful recovery. In another case of cerebellar abscess, after having found the abscess by exploration from in front of the sinus, the sinus being so far forward that it was impossible to thoroughly drain this way, an effort was then made to explore it from behind, during which procedure the abscess cavity was lost, which wiII always result if we have not room enough to thoroughly inspect at the time of primary puncture and while the pus is still flowing, and later try to further expose after locating the abscess. In such cases the gauze drain which is put in is never properly applied into the abscess cavity. It is simply passed into the brain as in tl>js case, and afterwards it i~found that the cavity has refilled. The vast majority of such patients die, as in this case.
As to the diagnosis of cerebellar abscess in relation to nystagmus, we must remember that we do not have nystagmus in cerebellar abscess unless the vestibular tract is irritated, which only occurs either by an abscess situated deep' in towards the median line or near the auditory meatus. If it is external, in the lateral lobe-in the latent area; as it is called -we do not have nystagmus. In the case to which he referred the patient, a girl, at the time of operation had no nystagmus, but three days afterwards she had a marked nystagmus, due to the extension of the abscess cavity deep in towards the median line, as was found at !the postmortem examination.
DR. JOHNSON' said that it would be very nice when we get to the point of being able to determine satisfactorily' and at once the question of the diagnostic significance of the symptomatology of these conditions, but so far as his experience goes it is very difficult to decide, and many men are misled by different symptoms irtdicating various conditions during the progress of the disease. The doctor had indicated in his report the doubt and the uncertainty that one feels when some new difficulty arises. As to ithe mat~er of the response to tests, yery frequently you do not get satisfactory responses, although cerebral abscess is subsequently known to have been present. In one case which Dr. Eagleton had seen with him this summer, and which terminated disastrously, the patient, a young man, had been operated upon for mastoid disease two or three years previously. He came complaining of silght headache. He had had no discharge from his ears for two years, until about ten or twelve days before coming for treatment, and had then a slight discharge from high up lil the middle ear, which was quite odoriferous. Hecomplained of pain in the back of his head, and said that he had been examined for life insurance and the examiner had said that it would hardly be right to recommend him for insurance, as he might at any time develop a brain abscess. Immediately after that he began to feel very uncomfortable, but Dr. Johnson thought at first it was simply induced by the statement of the individual who had examined him for life insurance, the trouble being of an hysterical character. The symptoms, however, continued to increase and the headaches were more constant. At the same time he had severe inflammatory nasal ·trouble with pain and tenderness over the frontal sinuses, fever of a remittent type, and his symptoms could all have ,been, caused by a frontal sinusitis. He went to bed and stayed .tl:!ere for two or three days, and felt much better,~s tempera-ture~came normal, and he went out and down towri arid did mqreor less business. ]After the second day, however, h,e had-a: return of the headaches, dizziness,and slight nystagmus, and then-two days later first complained of the peculiar movement of the pictute molding on the wall--,..probaby it was the trto~en'1entofhis eyes in the nystagmus which was away from the affected ear and of increasing intensity. He was sent to the hospital, and the secoJld day following Dr. Eagleton saw him in consultation. The spinal fluid was examined and found' to be normal; it was concluded, however, that he had a cerebellar abscess. At that time his condition was very bad, his, nystagmus was more marked, but he did not respond to the caloric or other tests which would indicate that it came through the labyrinth, although it seems probable that it'did come' from extension to and through the labyrinth. On commencing the operation, while taking an anesthetic, the patient _ceased to-breathe, the operation was stopped until he was brought around. It was decided to rapidly open up the -abscess over the cerebellar point, the point suggested by Dr. Dench: Immediately after the cerebral cavity was entered ,there was a spontaneous gush of pus, and a tremendous cerebellar abscess was evacuated. The shock of the hammer was so objeCtionable that a trephine should be used to make the opening in such cases. Although up to four days before the operation the patient had had very few symptoms. Evenon the morning of the operation, although he had been at times a little slow mentally, he had spoken clearly to a nurse whom he saw for the first time since his mastoid operation, and his mental perception seemed quite clear, and he and his family thought he was much better. He died immediately on the sudden exit of the abscess contents. It was a very interesting case, and very obscure as to the conditions indicated by the symptomatology. No autopsy was allowed, but an extended examination showed an abscess cavity aooutfour inches deep extending -across the cerebellum and apparently waUedoff.
DR. YATES said that he had learned a good many lessons from this case, one of which is that one should make a thorough exposure of the cerebellum when exploration is undertaken.
Replying to Dr. Fridenberg: he had not made the tests referred to.
Dr. Due]'s criticism was just, but the course pursued was not followed without consultation and careful consideration of the case. As a matter of fact, he had not been able to recolicile the symptoms, and had not detailed them all, as it. would have required too much time.
A New Noise Apparatus for the Exclusion of Hearing.
DR. F~ANCIS W. WHITE said that the apparatus which he presented looked somewhat formidable, but in reality the ins trument itself was not.
It wa,s simply a' cut off ,or stopcock made of hard rubber, to which had been Joined a short tube about an inch and a half long of the same material, having a small oval opening upon the upper aspect about the middle. The opening is~x}8 inch.
The rest of the paraphernalia is a Paquelin cautery bag .and stethoscope;.the former being used to give the required air pressure, the latter to augment the sound produced by the air passing through the cut off. By means of the cut off the volume of sound can be increased or diminished as required by an individual case. Instead of the stethoscope, a diagnostic tube may be used. To denlOnstrate the instrument, he used a stethoscope, however, but unfortunately a case of unilateral deafness, which should have been here, has not arrived. Naturally, a case of this kind is the better for demonstration.
The cautery bag is attached to the short end of the cut off and the air compressed. The stethos'cope is attached to the long end of the cut off, and the ear tips are accurately fitted into the patient's ears. The cut off is then gradually opened until the patient fails to hear the examiner speaking, even when the voice is raised so that actual shouting is resorted to. Manifestly, if the patient hears nothing under these circum.,. stances, he cannot possibly hear iri the ear we wish to eliminate-, provided the cut off is left exactly as when both ears were examined. To examine one ear, simply remove the tip from it, preventing the escape of sound from the. correspond-:ing tube of the stethoscope by means of a small hemostat or !!-imilar instrument, and proceed with the examination. . For the other ear reverse the maneuver. This particular arrangement is intended for use outside of one's office, as in the office the cautery bag tan be dispensed with and pressure by means of air pressure tank used, simply attaching same by means of a small piece of rubber tubing and allowing the patient to quietly sit and hold the instrument himself.
Dr. White said that the advantages of the apparatus were: 1st. It effectually cuts off hearing. 2nd. It can be regulated to suit each case. 3rd. Bone conduction can practically be termed nil, as it is so slight.
4th. No disagreeable sensations after its use. 5th. Simplicity, easy transportation, and small cost. Everyone who has used the Barany apparatus knows that patients complain of the severe noise during examination and a sense of deafness after examination, also of a ringing in the ear-examined. The bone conduction is also excessive and lessens the distance at which a patient should hear with the ear under test.
In a case of acute labyrinthitis these things are very important, as the patient is very ill and naturally resents any disagreeable procedure, but we certainly desire to know whether he hears much, little, or not at aU, while we are trying to make a diagnosis of this condition.
The apparatus operated by means of water naturally suggests many obstacles.
The method of covering the ear with the open hand and percussing with the fingers of the other can be used in a very limited number of cases and only in a superficial examination.
Replying to a question from Dr. Dench a~to what produced the sound, Dr. White said that it was produced by the rush of air through the cut off which threw the air into swirls, thus producing a sound, the latter being transmitted and augmented by the tubes leading from the cut off, 'Yhile the air escaped from the oval opening, as shown in the instrument. ' Answering Dr. Phillips, who asked if the metal portion of instrument augments the sound, Dr. White said that he thought possibly it did, but by using a heavy tubing the stethoscope can be eliminated, although the average diagnostic tube did not appear to be made of heavy enough rubber.
In the absence of a patient for demonstrating the instrument, many of the members tried it personally.
DR. PHILLIPS said that from the sound which he heard at a distance there did not seem to be enough air pressure.
DR. DENCH said that he thought the objection in regard to the bone conduction of the Baniny apparatus was correct, and he had never believed in it thoroughly for that reason. One gets a good deal of bone conduction. DR. W HJTJ<; said that not only was that true (in regard to bone conduction of the Barany apparatus), but that the patients complain of buzzing and ringing in the ears afterwards. With this apparatus one can put a great deal of pressure in and there is no disagreeable effect.
DR. HJ<;LLER said that not having a Barimy apparatus in his office, and wishing to make a test of hearing, he had used the ordinary Wappler pneumomassage apparatus, which most otologists have, employing the to-and-fro motion and speeding it at a high speed. He found that this blocked out the one ear very successfully. He would not recommend this as a routine procedure, but as he had used it it answered very nicely. He· had not screwed up the valve very tight, but let a little air In; !'etting the pump at almost full speed, and it worked as wen as one could expect the Bildmy apparatus to work.
DR. DENCH tested the apparatus personally, and said that it was the best thing of the kind that he had seen.
. DR. PHILLIPS said that the instrument which he uses is known as the Neumann apparatus, and works on the principle of the telephone receiver. This instrument absolutely shuts Gut the sound, but there is a great deal of buzzing which is unpleasant to the patient. If this apparatus does cut out the sound completely it is very desirable.
DR. 'EAGLETON said that he wished to take exception to Dr. Phillips' statement. Neumann's apparatus generally completelycuts off the sound from one side. It does so in the majority of cases, but not in all. He had borrowed Dr. Phil,;. lips' instrument and was so well pleased with it that he wrote to the manufacturers in Vienna and had them send him two, and while it worked well in the majority of cases, it was not always to be depended on to thoroughly cut off :in the sounds from one ear.
DR.DENCH said that he did not think otie could cut off all the sound transmitted to the healthy ear, for you do get some· bone conduction. He did .not know of any way in which one can shut out all bone conduction with a perfect ear on one side and a bad ear on the other; he did not know of any instrument that would cut it all off. This one does it better than any, and, as Dr. White had said, it was exceedingly simple.
DR. JOHNSON said that he thought it would be well if the ends of the stethoscope were placed well in the ear canals. When the tests were made at Atlantic City by Dr. Pierce, he insisted that the tips of the tuning forks which he used for this purpose should be pushed well into the ear. It is very uncomfortable to have the ends of a tuning fork jammed into your ear. With the apparatus shown tonight hearing through the nasal passages, or the bone, or anything else seemed to be lost; he could see the doctor's lips move, but could not tell whether or not he was making a sound. It seems to be a question of making these experiments very carefully. It is very difficult to get an apparatus that we can be absolutely certain of excluding all sound, for the perception of sound through the bone ot: nasal cavity might vary in different individuals and under different conditions. The doctor's apparatus has the advantages of cheapness, comfort in use, simplicity; and seems to exclude sounds of ordinary intensity.
DR. PAGE said that Dr. White had spoken to ·him of an interesting point to which he had not referred tonight, namely, the effect of the apparatus in cases of perforation of the drum.
DR. WHITE replied that when first testing the apparatus he had experienced difficulty in excluding the hearing when a perforation of the drum was present, except when w~ing an air. ptessure apparatus common in the office of an otologist. At present, however, by using material heavier than the ordinary diagnostic tube, sound can be completely excluded with the pressure supplied by the cautery bag. He also called at~en don to another. use for noise apparatus. In a case of malingering-one who claims to have become deaf after an. accident, for instance. The patient is told to read from p. book or paper. After having read a paragraph the noise apparatus is used and the patient is allowed to read again, when a sudden increase in the loudness of his voice is noticed. This is due to the patient not being able to hear the voice in its normal torie. If the patient is really deaf there is no change in the voice. DR. PHILLIPS said that he had been very much interested in the pathology of this affection which had been ouinned by Dr. Braun, but thought the doctor had not sufficien~ly emphasized' one or two clinical symptoms-possibly because he had found that the location of the pus was so definite in the cases, which he had seen, and the swelling so clearly defined. Perhaps he had not seen other cases that present other symptoms. He recalled several cases in which the swelling was chiefly confined to the areas of the muscle, but they certainly had edema, especially of the eyelids, on the affected side. He has seen this in several cases, one of which proved to be a temporal abscess. Another case developed a brain abscess, a temporosphenoidal ap,scess, showing that the pus went into it.
DR. DltNCH said that the Section was indebted to Dr. Braun for giving a clear picture of cases which all have seen but have not described so clearly. He himself had not seen more than half a dozen cases of this kind since he has been practicing otology, and had never thought of describing them as a distinct class. Dr. Braun's paper was of great value in describing them as a distinct class.
DR. CHAMBERS asked if it was always necessary to carry the incision so far forward as Dr. Braun had done. He has had several cases where he has not carried the incision so far and had curetted out the diseased tissues with good results, in a place where one does not like to make so long an incision.
DR. HAYS, in connection with the cases cited by Dr. Braun, reported a case that he saw at the Infirmary. The patient had been operated upon for mastoiditis; the wound had healed nicely, but two months later she came back complaining of severe pain over the temporal region. There was com.lderable swelling in the region of the zygomatic process, which was tender on pressure. A diagnosis of syphilitic periostitis was made, the lesion clearing up on antisyphilitic treatment.
DR. FRIDENBltRG called attention to the fat't that collateral ·See page 170. edema alone causes a swelling extending forward along the zygoma as far as the orbital margin and even involving the &oft tissues of the lids and eyesocket. Some exophthalmus and limitation of motility outward of the globe might also result This condition was not infrequently seen with marked involvement of the zygoma cells, when there was no question whatever of a subtemporal abscess. Of course, in the cases he referred to, the swelling was not strictly limited to the temporalis muscle, so that the shape of the swelling might vary. It was mainly due to interference with return circulation, and accordingly depended somewhat on the vascular local supply and on peculiarities of the fascire in this neighborhood. DR. BRAUN, in closing, said that the edema of the eyelids, which may occur in these cases, is due to secondary circulatory changes, as Dr. Fridenberg stated. There is an obstrudion to the return venous flow from the eyelids. But the shape of the swelling at the side of the head is characteristic. The swelling must take the shape of the temporal muscle, on account of the attachment of the temporal fascia to the bone.
Replying to Dr. Chambers' query, as to whether it was necessary to carry the incision so far forward, he said that it was absolutely necessary, in order to reach the temporal fossa .and remove all the diseased bone in the zygomatic arch. The root of the zygoma can be reached through the ordinary mastoid incision, but not the temporal fossa. As the anterior part of the incision is sutured, and there is usually no difficulty in getting primary union, the scar, being entirely covered by hair, is scarcely noticeable.
.
